Introduction
Radicular cysts of inflammatory origin are due to the pulp necrosis. They are most prevalent in permanent dentition but their frequency in primary dentition is about 0.5 to 3.3% [1] .
Dentigerous cysts result from abnormal development of enamel epithelium. In a pediatric population, they represent 64.8% of all cysts of the jaws and are ranked first in terms of frequency before inflammatory cysts [2] . These cysts are common among children and adolescents and are manifested by a radiolucent picture that forms around the crown of a permanent tooth that has not changed in the arch.
The aims of this study are to report a case of radicular cyst developed on a deciduous molar with a possible diagnosis of dentigerous cyst related to the successor tooth and conservative treatment with a marsupialisation has clarified the diagnosis but also promoted the development of premolar to its eruption site.
Case report
10 years old child without medical and surgical history was referred from his general dental practitionner for left mandibular swelling. The history of the disease stretching back to 7 months marked by the appearance of a mandibular swelling gradually increasing volume, which has motivated parents to consult. During the oral examination, we noted:
• Poor oral hygiene with four decayed teeth (55, 64, 84, 74) whose 74 has a coronary destruction.
• The Vestibular filling facing the 74 and 75 is covered with a normal mucosa. The internal table is not distorted (Figure 1 ).
The panoramic radiograph shows the presence of a radiolucent frame pendant to the roots of 74 dilapidated extended to incorporate the crown of 34 to the bud state. This one, in comparison to its counterpart does not seem to be excessively discharged to the basilar, expansion of the cyst.
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From these data we discussed two types of cystic lesions:
• Radicular inflammatory cyst in connection with the 74 mortified • Dentigerous cyst , the lesion surrounds the crown of the 34 changing.
Treatment
In our treatment plan, we opted for for the extraction of 74 and marsupialization of the cystic lesion in order to preserve 34.
• Under local anesthesia (using 1.8 cc of 2 carpules scandicaine 1% with adrenalin) , after avulsion of the 74, we conducted a cystotomy that left welling purulent fluid ( Figure 3 ) . • The wound was loosely sutured and packed with iodoform gauze for a week. ( Figure 4 ) • Medical treatment was prescribed for a period of 8 days: Amoxicillin 1.5 g / day and Paracetamol 900mg / day. • The cyst wall was addressed later in the laboratory for histhological examination.
• We reviewed the child several times after the procedure to renew the locks and monitor his oral hygiene ( Figure 5 ). • Histopathological analysis was in favor of Benin inflammatory cyst may correspond to a radiculo dental cyst. (Figure 6 )
Follow up
Seven months later, the panoramic control radiograph showed the rise of the 34 building with almost 2/3 of its root. It is at the stage of pre emergence incompatible with its degree of root maturation ( Figure 7 ).
Otherwise, we noted a widening around the crowns of 33 and 43 showing an intense activity follicular bags; process to monitor.
Discussion
Shear [3] estimated that the frequency of dentigerous cysts in the first decade of life is about 9 % , while that of radicular cysts is about 1 % in the same age group.
Most radicular cysts encountered in primary teeth are located at the inter-radicular area of deciduous molars often suffering from gangrene pulp and having been the object of root canal treatment or mummification [4, 5] . In dentition, the caries process is the cause of inflammatory cyst in the molar sector while in the anterior region is often alveolo -dental injuries that are the cause. These cysts are derived from epithelial debris Malassez present in the dental periodontal ligament following the infiltration of inflammatory cells associated. This chronic inflammation is a consequence of pulp necrosis.
However, a dentigerous cyst is the one that surrounds the crown of an impacted tooth often at the cemento-enamel junction.
It results from the proliferation of enamel epithelium regression after the formation of the enamel Radiologically, they manifest in an unilocular radiolucency well defined by a condensate border in the absence of inflammation. This area of osteolysis is pendant to the roots of the infected tooth in the case of a radicular dental cyst and dental cap the crown of an impacted tooth moved into a more or less ectopic position in the case of a dentigerous cyst .
The diagnosis is often delayed for several reasons:
• The periapical osteolytic picture usually associated with primary teeth is often asymptomatic generating little pain or de- formity and in many cases, disappeared after avulsion.
• Many radicular cysts are discovered accidentally when taking radiographs.
• Inter root infections on primary teeth tend to drain more than permanent teeth.
• The differential diagnosis in mixed dentition between a radicular cyst and dentigerous cyst is difficult to establish, given the intimate relationship between the deciduous molars and the follicle premolar bud.
Angela Benn [6] confirms that the histological distinction between these two types of lesions is difficult. A final diagnosis should be based on the confrontation of clinical, radiographic and histological critera.
Indeed, histologically, the cyst is always covered with a squamous epithelium in which the reshuffle and the thickness depend, scalability of the inflammatory process. It may contain mucus-secreting and ciliated cells.
In our case, we think that inflammation from the deciduous tooth necrotic propagating caused a chronic irritation of the follicle of the permanent tooth development; simulating the formation of dentigerous cysts.
Benn and Altini [6] suggest that there are two types of dentigerous cysts. The first type is of a developmental anomaly or metaplasia which occurs in mature impacted or retained teeth. The second type of inflammatory nature and is manifested in the periapical region of a deciduous tooth mortified and extends follicular bag successor immature permanent tooth.
Benn and Manjunatha [6, 7] prefer the term "inflammatory dentigerous cyst" with respect to the label of follicular cyst pulpoinduced periodontal inflammation of deciduous teeth.
Reviewed cases (Table 1) suggest that for several authors [8] [9] [10] [11] [12] [13] [14] [15] [16] [17] [18] [19] [20] [21] [22] [23] [24] , the treatment of inflammatory dentigerous cysts includes the extraction of non-vital primary tooth and marsupialization of the cyst. This conservative option allows the healing of the cystic cavity and induces the eruption of the permanent tooth. In our case, the opening of the cyst wall stimulated the eruptive movement 34 which is early pre-emergence situation while its root is not built in two-thirds.
The enucleation of the cyst carrying permanent teeth associated with it is not the ideal solution, because the sacrifice of these teeth in children can have functional impact (occlusal order in the sagittal and transverse directions). Add to this the problem of replacing missing teeth in growing children.
Conclusion
The reported case lets discuss the differential diagnosis of cystic lesions, which is especially difficult in mixed dentition as a result of the close proximity relationship between deciduous tooth and permanent tooth germ. A clinical, radiological and histological correlation is essential to achieve a positive diagnosis.
Therapeutically, whenever possible, should be favored marsupialization is a simple method of realization and in addition, seeks to preserve the permanent tooth changing.
Respect for annual inspections, would have allowed, by intercepting the carious disease avoid surgery.
